A large ulcerated exophytic mass involving the stomach is the classic CT finding of a gastrointestinal stromal tumor (GIST) (1). An exophytic adenocarcinoma of the colon is very rare with only a few reported cases (2, 3). To the best of our knowledge, the CT appearance of colon cancer which simulated the classic appearance of a GIST has only been reported once in the world's literature (2). Here we present another such similar case.
An exophytic adenocarcinoma of the colon is very rare with only a few reports to date. To the best of our knowledge, the CT appearance of colon cancer, which simulated the classic appearance of a GIST has only been reported once in the world's literature. We recently evaluated a patient with a large lobulated mass involving the stomach, pancreas and colon. The CT appearance of the case was consistent with the diagnosis of an exophytic gastric GIST. However, at surgery, the patient was found to have a large ulcerated carcinoma of the colon near the splenic flexure that had invaded the stomach and pancreas. We report a case of an exophytic adenocarcinoma of the colon that resembled the classic appearance of a gastrointestinal stromal tumor of the stomach.
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Gastrointestinal stromal tumors Tomography, X-ray computed stomach and splenic flexure of the colon (Figs. 1C-F) . The CT appearance was most suggestive of an exophytic gastric GIST. Moreover, the tail portion of the pancreas was invaded by the mass. The proximal colon was not dilated and no definite evidence of lymphadenopathy was observed. The patient underwent surgical treatment, which included a wedge resection of the stomach, segmental resection of the transverse colon, distal pancreatectomy and splenectomy.
The final pathology findings were a moderately differentiated adenocarcinoma of the colon which invaded the stomach and pancreas, and no evidence of lymph node metastasis (Fig. 1G) .
Discussion
An exophytic mass of the gastrointestinal tract is characteristic of a gastric GIST. To date, only two cases have been reported with bulky exophytic colon cancer resembling leiomyosarcoma upon a CT scan (2) . However, in these two cases, the CT revealed a gastrocolic fistula. The site of the fistula revealed that the propensity for the left portion of the transverse colon to be involved may be related to its anatomical relationship; the distal three-fifths of the transverse colon lies immediately be- low the greater curvature of the stomach. In addition, the greater omentum between them is very short (4-6). Because a gastrocolic fistula has not been reported to occur with a GIST, Lee et al. (2) suggested that a bulky mass between the stomach and colon, with a gastrocolic fistula, should first suggest an adenocarcinoma of the stomach or colon. However, in our case, the fistula formation of the mass between the colon and stomach was not resolved on the CT or pathologic findings. In addition, the colon located proximal to the mass was not dilated and showed no distinct evidence of periregional lymphadenopathy.
In many cases of gastric GIST, the bulk of the tumor will be in an extragastric location, which makes it difficult to determine the origin of the tumor from the gastric wall on CT images (7). Levy et al. (7) suggested that the tumor may be attached to the gastric wall by a thin pedicle and that careful evaluation of the gastric wall in these cases may reveal subtle wall thickening that will help establish the stomach as the origin of the mass. In our case, we believe that the mass originated from the colon because of the lack of definite gastric wall thickening around the exophytic growing mass on CT in addition to the wide angle between the mass and the colon and the colonic wall thickening. Also, we think that the differential diagnosis between a GIST and an exophytic colon cancer is important when making a decision of the tumor's stage and origin.
An exophytic sigmoid colon cancer resembling an ovarian tumor was previously reported and the author cited the difficulty of determining the origin of the tumors that presented as a pelvic mass, however the examination of the relationship of the venous anatomy such as the inferior mesenteric vein, the gonadal vein and the mass on the CT, provided useful information. However, in our case, the large exophytic mass compressed the surrounding vessels, including the splenic vein and multiple omental collateral vessels. Therefore, the examination of the relationship between the venous anatomy and the mass on the CT did not provide useful information with regard to the origin of the mass. The differential diagnosis of a gastric GIST includes other mesenchymal neoplasms such as true leiomyomas, leiomyosarcomas, schwannomas, neurofibromas, and neuroendocrine neoplasms. Because all of these neoplasms develop in the gastric wall, their imaging features may be similar to those of a GIST (7).
Here we have reported a rare case of exophytic colon cancer resembling a gastric GIST and, although this case was rare, the differential diagnosis of a gastric GIST should include the possibility of an exophytic colon cancer.
